Introduction
Hypokalaemic periodic paralysis is a rare myopathic disorder characterized by attacks of muscular weakness typically precipitated by exercise or heavy carbohydrate meals. Although usually familial, sporadic cases may occur, often in association with other conditions such as thyrotoxicosis (McArdle, 1974 The xipamide was again withdrawn, and his hypertension controlled with metoprolol. Serum potassium on 2 subsequent occasions was 42 mmol/I and he had no further attacks of weakness over the next 9 months.
Discussion
The diagnosis of hypokalaemic periodic paralysis in this patient was suggested by the history of exercise-induced proximal muscle weakness and confirmed both by the characteristic ECG changes of hypokalaemia during the attack and the low potassium during the recovery stage (McArdle, 1974) . Although microscopy of muscle biopsy specimens during the acute attack characteristically shows vacuoles resulting from dilatation of the sarcoplasmic reticulum, these may be absent between attacks (Shy et al., 1961) , as in this case. The clinical presentation of this patient was most unusual, there being few reports of the diagnosis being made postoperatively (Allely and O'Gara, 1980) . That symptoms of periodic paralysis may be labelled hysterical has previously been suggested (Grotemeyer and Jorg, 1979) , and the understandable reluctance of this patient to discuss his past history led to a delay in diagnosis.
It is most probable that xipamide therapy contributed to this patient's presentation as it has been suggested that patients with hypokalaemic periodic paralysis are highly susceptible to a slight fall in serum potassium concentrations (McArdle, 1974) . Indeed, there is a recent case report of periodic paralysis being induced by chronic purgative abuse leading to hypokalaemia (Basser, 1979) . Although xipamide is effective as an antihypertensive agent (Lentini et al., 1979) it has structural similarities to chlorthalidone and is known to cause a significant fall in serum potassium in some patients, but this change is rarely of clinical significance (Weber et al., 1977) . In this patient, not only was mild hypokalaemia present before the severe attack induced by surgery, but also when the drug was inadvertently restarted following discharge home, 4 further attacks occurred, a marked contrast to the infrequent attacks during the previous 40 years. In addition, following withdrawal of the drug, serum potassium concentrations remained normal and no further attacks have occurred.
Hypokalaemic periodic paralysis can present diagnostic problems in the immediate postoperative period, and the respiratory muscles may occasionally be affected (Grotemeyer and Jorg, 1977) . Any drug causing a fall in serum potassium should be avoided in such patients.
